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Abstract. In this paper, program logic will be used to ‘map out’ the planning, development and evaluation of the
general practicePapnurse programin theAustraliangeneral practice arena.The incorporationofprogram logic into the
evaluative process supports a greater appreciation of the theoretical assumptions and external inﬂuences that underpin
general practice Pap nurse activity. The creation of a program logicmodel is a conscious strategy that results an explicit
understanding of the challenges ahead, the resources available and time frames for outcomes. Program logic also
enables a recognition that all players in the general practice arena need to be acknowledged by policy makers,
bureaucrats andprogramdesignerswhenaddressing throughpolicy, issues relating to equity and accessibility of health
initiatives. Logic modeling allows decision makers to consider the complexities of causal associations when
developing health care proposals and programs. It enables the Pap nurse in general practice program to be represented
diagrammatically by linking outcomes (short, medium and long term) with both the program activities and program
assumptions. The researchmethodology used in the evaluation of the Pap nurse in general practice program includes a
descriptive study design and the incorporation of program logic, with a retrospective analysis of Australian data from
2001 to 2009. For the purposes of gaining both empirical and contextual data for this paper, a data set analysis and
literature review was performed. The application of program logic as an evaluative tool for analysis of the Pap PN
incentive program facilitates a greater understanding of complex general practice activity triggers, and also allows this
greater understanding to be incorporated into policy to facilitate Pap PN activity, increase general practice cervical
smear and ultimately decrease burden of disease.
Background
Cervical cancer is one of the most preventable and curable
of all cancers, particularly if women are screened for
precancerous cervical cells (Cuzick et al. 2000; Shaﬁ and
Welton2007).Recent evidencehasdemonstrated that cervical
cancer is in fact a rare outcome of persistent human
papilloma virus (HPV) infection, and may take 10 or
more years to develop even after cervical cells show pre-
cancerous changes (Walboomers et al. 1999; National
Health and Medical Research Council 2006; Shaﬁ and
Welton 2007).
To date, research at a population level supports the viral
causal theory for cervical cancer and demonstrates thatHPV is
a necessary cause in diagnosed cervical cancer (Franco et al.
1999; Walboomers et al. 1999; Bosch and de Sanjosé 2003;
Clifford et al. 2003). Epidemiological data has also shown that
over 95% of cervical cancers test positive for HPV DNA and
85% of individuals diagnosed with cervical cancer did not
have a preventative screening test (Franco et al. 1999; Bosch
and de Sanjosé 2003; Royal Australian College of General
Practitioners 2009). The weight of this evidence strongly
supports the population health beneﬁts of cervical screening
tests incorporated with early management of precancerous
cervical changes.
In most developing countries, cervical cancer accounts for
the greatest burden of disease caused by malignancies, and is
the secondmost common cancer in females after breast cancer
worldwide (Parkin et al. 2002; Bosch and de Sanjosé 2003).
When comparing rates of cervical cancer in countries with
similar cancer registration systems, Australia was found to
have one of the lowest incidence of cervical cancer globally
(Parkin et al. 2002; Australian Institute of Health andWelfare
2009a). This achievement has been largely attributed to the
implementation of the National Cervical Screening Program
(NCSP) initiated in 1991 in response to the inefﬁcient ad hoc,
opportunistic screening that had been available since the mid
1960s (National Health andMedical Research Council 2006).
The main objective of the program was to reduce morbidity
and mortality from cervical cancer by treating pre-cancerous
lesions before progression to cancer. The screening program
was developed and implemented by a range of stakeholders
including general practitioners, women’s health nurses, and
national and state governments (National Health andMedical
Research Council 2006).
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The NCSP consists of a coordinated approach to cervical
screening where females between the ages of 18 and 20 years
and up to the age of 69 are targeted, placed on a national
register and recalled two yearly to participate in the program
(Dickinson 2002; Department of Health and Ageing 2010a).
Over the past two decades Australian population health data
produced evidence of a signiﬁcant decrease in the incidence
of cervical cancers. The Australian Institute of Health and
Welfare data demonstrated that the aged standardised
incidence rate of cervical cancer in 2005 was almost half the
rate recorded in 1998, with an incidence rate of 5.9 new cases
per 100 000 women in 2005 compared with a rate of 10.2
new cases per 100 000 women in 1998 (Canfell et al. 2006;
Australian Institute of Health and Welfare 2008). Since the
implementation of the national screening program in 1991,
participation rate data has been collected for evaluation;
presently, cervical screening participation is estimated to be
around 61% (Australian Institute of Health and Welfare
2009a). This evaluation data indicated that over one-third of
eligible Australian women have not been accessing the
program, and also indicated that screening rates have not
increased over the past 15 years since the establishment of the
NCSP. In fact the national evaluation data not only reﬂected
a plateau in national screening, but has also demonstrated a
decline in the rate of screening from 64.8% in 1998–99 to
60.6% in 2005–06 (Australian Institute of Health andWelfare
2002, 2008). Qualitative research into cervical screen uptake
barriers suggested that this static growth of cervical screening
was a consequence of barriers that speciﬁcally related to the
Pap screen activity in general practice. Contributing factors to
Pap screen activity in the general practice domain included
issues relating to general practitioner (GP) access,GPcapacity
limitations, GP workforce pressures as well as patient gender
preferences (Young and Ward 2003; Christie et al. 2005;
PapScreen Vic 2008).
In an attempt to address these barriers through the use of
practice nurses (PNs), health policy makers developed
general practice initiatives that provided funds to facilitate
the development of the role of the practice nurse and build in
capacity in the PN workforce. The ﬁnancial initiatives aimed
to increase the numbers of nurses working in general practice,
increase the uptake of the Pap training courses by PNs and
increase the number of Pap smears provided by credentialed
PNs in general practice (Department of Health and Ageing
2005; McGoldrick et al. 2007). Explicitly, funding was
allocated for the provision of scholarships to subsidise PN
education and Pap training costs, as well as for the speciﬁc
Medicare Beneﬁts Schedule (MBS) nurse rebate for Pap
screening activity undertaken by the PN for and on behalf of
the GP (Australian Government 2005; Department of Health
and Ageing 2006). In addition, a practice incentive payment
(PIP) bonuswas offered to general practices that demonstrated
a commitment to increasing Pap screening rates and the
utilisation of a practice nurse (Department of Health and
Ageing 2008).
Despite these PN initiatives that commenced in 2001,
evidence from general practice activity statistics demonstrate
that credentialed Pap nurses continue to perform only a small
proportion of all cervical screening tests in general practice
(Australian Institute of Health and Welfare 2009b). General
practice activity data also demonstrates that Pap activity
contributes minimally to the total number of activities
undertaken by nurses in general practice, as nationally PNPap
items account for less than 1.5% of all recorded nurse
item numbers (Australian Institute of Health and Welfare
2009b). Interestingly data provided by the Victorian Cervical
Cytology Registry indicates the number of Pap screens
undertaken by nurses in all health arenas (general practice,
community health and women’s health clinics) has at least
doubled over the last decade; however, nurses continue to be
under represented as Pap test providers and currently
contribute to ~4.4% of all Pap tests performed in Victoria
(Victorian Cervical Cytology Registry 2009). The national
rate of PN Pap activity in general practice increased by
1.5% annually, from 0.6% in 2006–07 to 0.9% in 2007–08;
however, the actual number of practice nurses engaging in
Pap activity in general practice is in fact very small
(Table 1) (Australian Institute of Health and Welfare 2009b).
Purpose
The purpose of this paper is to use program logic to evaluate
the Pap nurse in general practice incentive program.The paper
Table 1. General practice activity in Australia from 1998 99 to 2007 08: 10-year data tables
Sources: Australian Institute of Health and Welfare 2009b. MBS, Medicare Beneﬁts Schedule; N/A, not available
Medicare Short descriptor Percentage of total (95% CI)
item 2005 06 2006 07 2007 08 2008 09
number (n 1696) (n 1835) (n 2073) (n 2438)
10993 Immunisation 69.5 (63.8 75.3) 66.8 (61.5 72.2) 64.1 (59.6 68.6) 63.6
10996 Wound treatment (other than normal aftercare) 30.0 (24.3 35.7) 32.6 (27.2 40.0) 34.4 (30.0 38.8) 33.3
10997 Service provided to a person with a chronic disease by a practice
nurse or registered Aboriginal Health Worker
N/A N/A 0.7 (0.2 1.2) 1.9
10994 Cervical smear and preventive checks N/A 0.2 (0.0 0.5) 0.2 (0.0 0.4) 0.7
10995 Cervical smear and preventive checks: women aged 20 69 years,
no smear in past 4 years
N/A 0.1 (0.0 0.2) 0.1 (0.0 0.2) 0.4
10998 Cervical smear 0 0.1 (0.0 0.3) 0.3 (0.2 0.5) 0.1
10999 Cervical smear: women aged 20 69 years, no smear in past 4 years 0.5 (0.0 0.9) 0.2 (0.0 0.4) 0.3 (0.0 0.8) 0
Total practice nurses activity with MBS item number allocation 100 100 100 100
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also demonstrates that the application of a logic model
facilitates a greater understanding of the general practice
barriers that impede PN Pap activity. Typically, evaluation of
associations between ‘cause and effect’ in the health arena is
problematic, as there is a tendency to emphasise what can
be measured empirically, rather than study what may be
important sociologically in the health care domain (Hay 2002;
Brazil et al. 2005; Lewis 2005). The application of program
logic to the Pap nurse in general practice incentive
program not only enables the program to be represented as a
framework map, but also importantly articulates the
theoretical assumptions (albeit sound or ﬂawed) that underpin
the decisions made by policy makers and programmers. The
use of program logic promotes the clariﬁcation of (visible
and invisible) linkages between health professionals,
consumers and funders, and facilitates the recognition of the
complex relationships between players in the general practice
arena. The model also provides a visualisation of incremental
changes and allows a schematic overview of the Pap PN
incentive program at work. Through the application of an
evaluative tool suchasprogram logic, bothdrivers andbarriers
to Pap nurse activities are articulated with enhanced clarity
(Fig. 1).
What is program logic?
‘Program logic is a programs theory of action; it is a theory
about the causal linkages among the various components of
a program: it links resources and activities with outputs
and outcomes’ (Funnell 1997, p. 5). The complexities that
underpin causal relationships are incorporated into program
logic; program logic models not only map out direct causal
links in a program, but also depict the assumptions that
inﬂuence a program’s components (Taylor-Powel et al. 2002;
Brazil et al. 2005). Although effects and outcomes are
typically related to speciﬁc events in a program, other factors
also contribute to outcomes such as the program’s context,
process and properties. The nature of the relationships
between these other factors ultimately effect the anticipated or
expected causal relationship. Causal relationships are rarely
as simple as the ‘if-then’ relationship suggests, rather they
consist of multiple interactions that result in feedback loops
with consequences such as delays and programmodiﬁcations
(Funnell 1997; Taylor-Powel et al. 2002).
The program logic model
Program logic models are diagrammatic representations
that ‘plot out’ the complex iterative causal mechanisms that
 
Inputs 
External Influences: 
• General Practice is a small business. Activities and actions 
undertaken by GPs will be driven by a sound business case. 
• Medical and professional indemnity insurance varies with GP, 
General Practice and PN cover. 
• Extra costs to General Practice for infrastructure changes and 
equipment.
• Changes to government funding will alter access to the resources and 
organisations that facilitate and drive the Pap PN program. 
• Historical perspectives and cultural norms determine the allocation 
of activities by GPs to PNs in General Practice. 
• Pathology systems designed for GP referral and result access only.
Assumptions:  
1. GPs will freely allocate health care activities to PNs working in General Practice if they have 
been educated and demonstrate competence in that activity. 
2. GPs will support Commonwealth Government policy driven incentives by embracing the PN 
Pap nurse program regardless of Medicare Benefits Schedule rebate for the Pap PN activity. 
• Pap nurses undertake credentialed Pap 
nurse training. 
• Practice nurse access Pap PN mentor to 
support development of clinical skills. 
• Pap nurses maintain qualification (re-
credentialing) by performing a minimal 
number of Pap tests per annum. 
• Scholarship access and utilisation is 
facilitated via PN peak body APNA and 
RCNA. 
• GPs, Practice Managers and PNs are 
utilising PN Pap nurse item numbers. 
• Education and training maintain Pap PN 
training program (Postgraduate diploma in 
Women Health). 
• PAP screens Victoria maintain records of 
PN credentialing status. 
• Public awareness campaign to inform 
consumers of opportunities for Pap 
screening undertaken by a practice nurse. 
• Divisions of GP promote GP and PN 
knowledge of Pap nurse activity in General 
Practice. 
• Increase in the 
number of credential 
PN Pap nurses 
working in General 
Practice. 
 
 
• Enhanced GP 
perception of benefits 
of utilising Pap PN in 
General Practice. 
 
 
• Increased consumer 
knowledge of the 
role of the Pap PN 
in General Practice. 
 
 
Activities Outcomes Short-term              Medium-term 
• Increase in PN Pap 
cervical screening 
activity rates in 
General Practice. 
• Increased number 
of GPs driving the 
Pap PN role in 
General Practice. 
• Increased consumer 
demand for PN Pap 
provider. 
• Decreased GP Pap 
item activity in 
General Practice. 
 
 
 
• Increase in the 
number of 
women aged 
age of 18 and 
69 years 
participating in 
routine Pap 
screening in 
Australia. 
 
 
Outputs 
 
• Decrease in 
the incidence 
of cervical 
cancer in 
Australia. 
 
 
Outcomes 
Long-term 
• PNs employed in General 
Practice. 
• GPs in General Practice. 
• Pap PN mentor. 
• Commonwealth 
Government funds for: 
 PN scholarships for 
training; 
 Medicare Benefits 
Schedule PN item 
number allocation; 
 Practice incentive 
payments. 
• Educational and training 
organisations: 
 University of Melbourne, 
 Family Planning Victoria.  
• Pap Screen Victoria. 
• APNA, RCNA. 
• Divisions of General 
Practice. 
• Consumers. 
 
PROGRAM LOGIC MODEL 
 
GOALS 
 
The use of the Nurse in General Practice will increase Pap screen uptake in General Practice in females between the ages of 18 and 69 years. 
  
SITUATION 
• Since the implementation of the National Cervical Screening Program in 1991 screening participation rates have remained static (61% of female population between 18 and 69 years).   
• Barriers to cervical screening in General Practice include GP accessibility; GP workforce; GP capacity; gender preference; age of practitioner preferences, culture and language 
• Incentives to promote the use of the Practice Nurse to perform Pap screening in General Practice were initiated in 2004. 
Fig. 1. Program logic modelQ3 . APNA, Australian Practice Nurse Association; GP, general practitioner; PN, practice nurse; RCNA, Royal College Nursing
Australia.
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underpin program design, implementation and evaluation
(Owen 2006). A simple but well developed model is like a
useful roadmap: it deﬁnes boundaries, highlights important
features and shows clearly marked ‘pathways’ (Kellogg
Foundation 2004). Program logicmodels assist inmaintaining
a balanced focus on the big picture, the component parts
and importantly illustrate the assumed causal connections
(TheHealthCommunicationsUnit 2001;KelloggFoundation
2004;Owen2006).Theprocessof developing aprogram logic
model is a conscious process that results in the creation of an
explicit understanding of the challenges ahead, the resources
available and time frames for outcomes (Owen 2006).
Logic models help to:
* clarify expected linkages;
* tease out underlying assumptions;
* focus on principles to test;
* educate program funders and policy makers;
* move programs into the action and learning stages (Taylor-
Powel et al. 2002).
The basic logic model (Fig. 2) consistsQ1 of component parts
that ﬂow from inputs to outcomes.
Research methodology
The research methodology used in the evaluation of the Pap
nurse in general practice program includes the incorporation
of program logic evaluation and the use of a descriptive study
design, with a retrospective analysis of Australian data from
2001 to 2009. For the purposes of gaining both empirical
and contextual data for this paper, a dataset analysis and
literature review was performed. Australian Commonwealth
and State Government websites were searched including the
Department of Health and Ageing, Australian Institute of
Health and Welfare, and the National Health and Medical
Research Council Victorian Cervical Cytology Register.
Boolean searches were undertaken in databases (CINHAL,
PubMed,MEDITEXT and APA-FT) with words and phrases
such as cervical screening, pap nurse program, general
practice initiatives, pap screen uptake, practice nurse, general
practice nurses, cervical screening ingeneral practice, national
cervical screening program, human papillomavirus, cervical
carcinoma, general practice incentives, program logic, health
program evaluation and evaluation.
The descriptive study design integrates the use of
secondary sources, and includes analysis of existing
Australian datasets and a literature review. Program logic
guides evaluation through the identiﬁcation of key program
elements followed by the articulation of how these elements
are expected to relate to each other (Cooksy et al. 2001). In
this application of program logic to the Pap nurse program,
quantitative data is analysed against the hypothetical
program logic framework for the purpose of measurement of
intended results against the actual outcomes. The inclusion of
qualitative contextual evidence incorporates a connection
of program evaluation to social science theory and facilitates
the development of theory driven knowledge, where the
assumptions and external inﬂuence that confound the cause
and effect relationship are made more explicit (Cooksy et al.
2001).
Program logic and the Pap nurse incentive program
The program logic model developed for the PN Pap incentive
program is a tool supporting the conceptualisation of PN
pap activity for both the measurement and evaluation of
PN Pap activity outcomes. It communicates the intent of the
incentive program to Pap program stakeholders such as
GPs, PNs, governments and policy makers. The application
of the logic model an evaluative tool identiﬁes uncertainties
or ‘weak links’ in the Pap nurse in general practice
initiative. Through the early identiﬁcation of these
uncertainties, qualitative and empirical data gained from
further clariﬁcative evaluation illuminates barriers to Pap
nurse activity and enables faulty assumptions to be addressed.
Analysis of the logic map illustrates how inputs are linked to
the activities that are required to drive the program; analysis
also provides opportunities for program remodelling
and ultimately program improvement. It demonstrates how
the access of capital such as Commonwealth Government
program funding; practice nurse workforce support; general
practice incentive payments; practice nurse education and
practice infrastructure can facilitate change, and maintain
the momentum needed to operate the program. The use of
program logic to evaluate outcomes against inputs within the
general practice context, not only justiﬁes and validates the
CommonwealthGovernment resources that have alreadybeen
funded by the Pap incentive program, but also supports a
case for ongoing funding provision or conversely funding
withdrawal.
Discussion
In the case of the Pap nurse in general practice initiative, the
actual potential of program logic in the evaluation rests on the
early identiﬁcation of uncertainties, as well as the articulation
of rigorous well-founded assumptions. If faulty assumptions
 
Inputs 
 
Activities 
 
Outputs 
 
 
 
OUTCOMES 
Short–
medium term 
outcomes 
Your planned work Your intended results 
Fig. 2. The basic logic model source. Adapted from the basic logic model (Kellogg Foundation
2004, p. 1).
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are allowed to persist and uncertainties are not clariﬁed, then
the reality, context and structure of the general practice
program may be signiﬁcantly misrepresented in the PN
Pap logic model. The assumptions embedded in the PN
Pap program logic model that are presented in this paper
demonstrate how unsound theory undermines the expected
PN incentive program outcomes (Fig. 1). The two main
assumptions underpinning the general practice PN Pap
programare: (i)GPswill freelyallocate health care activities to
practice nurses working in general practice if they have been
educated and demonstrate competence in that activity; and
(ii) GPs will support policy driven incentives by embracing
the PN Pap nurse program regardless of the MBS PN rebate
(Fig. 1). Yet the drivers for PN Pap testing allocation by GPs
do not rest solely on PN competency nor do they rest on PN
capacity or scope of practice; the drivers are very much
inﬂuenced by the complex contextual and structural features
of Australian general practice domain.
Challenges to the PN Pap program include inﬂuences from
general practice structure and context that controls practice
nurse activity.As previously stated itwould fair to assume that
if there was capacity within a trained and credentialed nursing
workforce to undertake Pap activity in general practice, then
the Pap activity would be freely allocated to the nursing
workforce, yet as is clearly evident in the general practice
nurse activity datasets, this is not the case (Australian Institute
of Health and Welfare 2009b). Factors such as the general
practice business case, professional indemnity, infrastructure
costs and pathology ‘red tape’ have been described as barriers
to the uptake of the Pap nurse MBS item in general practice
(Jasiak and Passmore 2007; Keleher et al. 2007).
Other factors inﬂuencing Pap PN outcomes is general
practitioner self-determination and professional autonomy,
where theGP independently decides ‘what activities are done’
and ‘who does what’ in the general practice domain. General
practice is a small business, and the general practitioner is
commonly the small business owner and as a consequence,
practice nurse task allocation is frequently determined by
ﬁnancial triggers and the general practice business case
(Foley et al. 2004). As the practice ‘gatekeeper’ the GP
not only determines PN task allocation, but has exclusive
access to MBS item remuneration as well (Table 2). To
incorporate into initiatives a greater understanding of the
general practitioner ‘gatekeeper’ role, policy makers and
programmers need to also acknowledge the inter-professional
dynamic that inﬂuences the general practice health care team.
A signiﬁcant amount of Commonwealth Government
funding has supported and continues to support the Pap nurse
incentive through the provision of subsidised training, and
general practice PIP payments. However, inexplicably the
MBS remuneration for PN cervical smear activity in general
practice is only one-third of the GP remuneration for an
identical Pap activity (Department of Health and Ageing
2010b). The MBS rebate for Pap test provision by a nurse in
general practice is $11.25 – (Item 10998) and Pap test with a
preventative check is $22.70 – (Item 10994) compared with
theMBS general practitioner rebate of $34.30 – (Item 23) and
$65.20 – (Item 36) respectively (Department of Health and
Ageing 2010b). It is likely that these inequitable Medicare
rebates act as contributing factors that impedePNPap activity,
as would lack of reimbursement for costs associated with
PN Pap activity, such as costs for infrastructure changes to
the general practice itself and the purchase of additional
equipment. These ﬁscal disincentives are compounded by
professional indemnity insurance anomalies where there is a
potential for gap in coverage, which may increase the risk of
litigation claimsmade against GPs for activities performed by
a nurse. Further disincentives include pathology barriers that
are a consequence of pathology systems that were originally
designed for exclusive general practitioner access (referral,
collection and results). Through the incorporation of judicious
consideration by policy makers that ﬁnancial triggers are
‘activity’ drivers in the general practice arena, theMBS rebate
for Pap smear tests when undertaken by a nurse should be
determined to be at least equal to, if not more than, the
remuneration for Pap test when undertaken by a GP. An
increased MBS remuneration for Pap nurse activity would
facilitate the uptake of the Pap nurseMBS item andwould also
provide a recompense for the general practice in lieu of the
ﬁnancial and administrative burdens imposed by the PN Pap
incentive program itself.
Additional factors that inﬂuence the Pap nurse incentive
program include the sociological constructs relating to the
general practice arena and the concept of medical dominance
(Mills and Hallinan 2009). The ‘social world’ of general
practice is underpinned by the complex relationships between
the GP and the PN. The complexities of these relationships
are basedonprofessional domains, power imbalances, general
practice ownership, history, culture and tradition, as well as
the politics of health service provision (Lewis 2005; Mills
and Hallinan 2009). These multifaceted inter-professional
associations inﬂuence outcomes in all health initiatives
Table 2. Australian Medical Association (2006) position statement on primary health care
* 3.3 As ownership and make-up of general practices changes, clinical sovereignty of general practitioners must continue to be a core, non-negotiable principle
of the Australian health care system.
* 4.2 Internationally, there is an increasing emphasis on the importance of general practitioners as lynchpins in the health system. . .and are therefore recognised
as crucial stakeholders in the delivery of agreed national policy. . .GPs play a crucial role as ‘gateways’ to the rest of the medical system: in this role they have
a profound inﬂuence on both health outcomes and health expenditures
* 10.7 Remuneration of primary care activities must be for the service provided at the GP’s instigation, not based on who provided the service. This will allow
the general practitioner to determine which member of the primary care team is best placed to provide the care and the patient to access the care they need
and deserve.
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directed at general practices in Australia (Watts et. al. 2004;
Lewis 2005; Mills and Hallinan 2009). It is essential that the
contextual ‘social world’ of general practice is acknowledged
by policy makers, bureaucrats and program designers when
they attempt to address through policy, issues relating to
access, equity and accessibility of health initiatives.
Implications for policy makers
As governments drive health programs through the domain
of general practice, the professional autonomy and self-
determination of themedical professionmust be considered as
a factor that affects the potential for a program’s success. The
use of a sound program logic model supports the articulation
and clariﬁcation of assumptions and external inﬂuences. This
articulation enables strategies to be built into the program to
focus on the contextual and structural factors in the general
practice arena that underpin outcomes. It is now time for
governments, policymakers, bureaucrats and programmers to
acknowledge the complexities inherent in the general practice
domain. It is nowalso time for thePapnurse in general practice
initiatives to be remodelled so that actions, resources and
incentives will tackle the parts of general practice that impede
Pap nurse activity.
Conclusion
This paper does not claim to provide a panacea to general
practice Pap nurse barriers, nor does it attempt to deliver an
alternative program. However, it does provide the reader with
insights into the world of general practice through the use of
a logic map to create an increased awareness of the content,
contexts and constructs in the general practice arena. The
application and analysis of program logic to the Pap PN
incentive programenables a greater understanding of complex
general practice activity triggers, and also allows this greater
understanding to be incorporated into policy to facilitate Pap
PN activity, increase general practice cervical smear
participation and ultimately reduce the burden of disease.
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